CONTEXT: Despite advances related to the provision of emergency contraception in Canada, particularly the granting of independent prescriptive authority to pharmacists in 2000, little is known about the ways in which women perceive potential barriers to using it.
comparison, the overall abortion rate in the United States in 2002 has been estimated at 20.9 per 1,000. 4 In a survey of 2,648 women attending British Columbia abortion clinics in July-December 2002, we found that 82% of respondents knew of emergency contraception; of those, however, only 18% knew that it was available without a physician prescription. 5, 6 Many (71%) of the respondents had been aware that they were at risk of pregnancy (e.g., had used no method of contraception, had had a condom break or had missed birth control pills) and therefore could have benefited by using emergency contraception. Nine percent of respondents who had known they were at risk had used it, but the method had failed.
The effectiveness of emergency contraception has been estimated at 75% for the Yuzpe combination hormonal regimen and 85% for levonorgestrel alone, 7 although the true effectiveness may be lower than these estimates. 8 Furthermore, the method is more effective the sooner it is taken, 7 so barriers that impede women's timely access to emergency contraception impede their effective use of the method. Despite important advances related to emergency contraception provision in Canada, little is known about the potential barriers to use that women perceive. Thus, we undertook a qualitative study in Greater Vancouver to investigate this issue.
METHODS

Sample Selection
In 2004, we conducted in-depth interviews with 52 women aged 15-29 chosen through purposive sampling. From our survey of abortion clinics, we knew that the proportion of women who know of emergency contraception is considerably lower among speakers of Hindi or Punjabi (25%), and among speakers of Cantonese or Mandarin (67%), than among speakers of English only (90%). 5 Thus, we recruited women who self-identified as Asian or South Asian (including new immigrants and women whose families had lived in Canada for multiple generations). We recruited participants through advertisements at 35 sites, including immigrant services centers, university residences, health clinics, abortion clinics and bus shelters. In addition, service providers referred women to us; these women contacted us directly, to maintain their privacy. We fielded 123 telephone and e-mail requests from women wanting to participate. To be eligible, women had to be living in Vancouver, say that they could complete an interview in English and have heard of emergency contraception. Initially, we focused exclusively on women who had used emergency contraception at least once. Our recruitment materials specified that we wanted to interview ''women between 15-29 years who have used Emergency Contraception . . . from a variety of cultural backgrounds, particularly Indo-Canadian and Asian Canadian women, about their experiences with using emergency contraception pills.'' Thirty women were selected at this stage.
We wanted also to include women who had not yet used emergency contraception, since at least some may have wanted to access it but been prevented from doing so. Although we gathered information about each woman's sexual and reproductive histories (e.g., number of children, number of abortions and number of emergency contraception treatments), we do not have data on all participants' sexual experience; therefore, we cannot specify the proportion of women who had not yet had intercourse. Because our analysis of early interviews informed our ongoing sampling decisions, we focused subsequent interviews with never-users on the Asian and South Asian communities.
Unfortunately, only two of 16 South Asian participants had used emergency contraception, compared with 13 of 18 Asian participants and 15 of 18 participants of European or other backgrounds. The exploratory nature of our study, coupled with its time and resource constraints, prevented us from engaging further recruitment efforts to enhance our sample of South Asian women, limiting our data on this subgroup (one South Asian user reported having taken emergency contraception once, and the other reported having used it twice).
INTERVIEWS AND ANALYSIS
Female interviewers met with participants in university research offices and private meeting rooms at community centers, allowing for privacy, safety and comfort for participants and interviewers. We conducted 90-minute one-on-one interviews with 40 women and three two-hour focus groups with a total of 12 women; the group interviews followed similar methods to those of the individual interviews. Data from both sets of interviews are included in this article. Each participant received a $25 honorarium.
Tapes were transcribed, and personal identifiers were removed from transcripts. QSR NVivo was used to manage the coding. Transcripts were coded by research team members. In the analysis of the first six interviews, we assigned a code to each new idea represented in the raw data, using participants' language and avoiding, where possible, the imposition of preconceived theoretical constructs. For example, we used the code ''information'' to identify the points in the raw data where women described what they knew or thought they knew about emergency contraception. The data captured under this open code included myths and misperceptions that women believed to be facts about the method and their descriptions of where it is available. Using data from these six interviews, we developed 10 initial ''open'' codes. 9 As additional interviews were completed, initial codes were regrouped into more abstract conceptual categories. 9 For example, the code ''information'' was reconfigured to focus on data regarding the provision of information about emergency contraception (e.g., sources of information). At this point, a broader code, ''knowledge about emergency contraception,'' enveloped the codes ''information,'' ''technical aspects of its functions'' and ''perceptions of health risks.'' As subsequent interviews were completed and the analysis continued, we examined how social structures influenced key individual-level processes identified through the initial two stages of coding. We hypothesized about the ways in which the gender, cultural and social norms reflected in the data influenced individual experiences. We compared data from women of different ethnicities, ages and levels of experience with emergency contraception, and we contextualized individual items of data into more abstract and conceptual perspectives. Key concepts continued to be developed until no new ideas emerged and all the transcripts had been coded. In presenting our findings, we provide excerpts from interviews to help the reader relate to the women's experiences. We have attempted to represent the range of women's multiple standpoints (e.g., a woman as a sex partner, a daughter and a secondgeneration immigrant). In addition to interviewing the women, we consulted five key informants: a physician specializing in youth and women's sexual health, who has been a consulting expert on numerous sexual health policy initiatives across Canada; a pharmacist who works at a 24-hour pharmacy that fills a large number of emergency contraception requests in Vancouver; and one counselor from each of three large abortion clinics in Vancouver that engage in advance provision of emergency contraception. Key informants provided supplemental information that offered insights into the later stages of our data collection and analysis (e.g., background regarding institutional policies related to emergency contraception provision that helped us contextualize our findings). We also drew on the theoretical and empirical literature, which helped us understand how our interview data related to other findings on barriers to using emergency contraception.
We recognize that our own identities, perspectives and experiences affected our study, including our interactions with participants and our interpretations of the data and other aspects of the study's design and execution. Therefore, as in any rigorous qualitative investigation, it is important to clarify our various standpoints. Two research team members are internationally recognized pharmaceutical scientists who have been at the cutting edge of policy changes related to emergency contraception. The others, while new to emergency contraception research, are health and social science researchers who have worked extensively in youth sexual health and women's health. Given our privileged positions as academic researchers, we used the interviews with key informants as opportunities to challenge our assumptions about the experiences that women shared with us.
Ethics approval for this study was obtained from the University of British Columbia and the local health authority.
RESULTS
Study Participants
We interviewed 18 women from Asian backgrounds, 16 from South Asian backgrounds and 18 from other backgrounds (primarily European, but also Aboriginal, Middle Eastern or African). Four participants were international students, 20 were immigrants and 28 had been born in Canada. Thirteen participants reported a high school education or less, 30 reported 1-4 years of postsecondary education and nine had had more than four years of postsecondary education. Thirty-one women were full-time students, and eight were part-time students; 25 were not employed.
Thirty women had used emergency contraception: Eight had use it once, 10 twice, 10 between three and five times, and two 10 times or more. Together, they had used the method 98 times. Only three women had obtained emergency contraception directly from a pharmacist. Although the interviews took place nearly four years after the establishment of independent prescriptive authority for pharmacists in British Columbia, only five participants were aware that pharmacists have the authority to prescribe emergency contraception.
The interviews revealed that barriers to use of emergency contraception are related to four main themes: perceived vulnerability to pregnancy; knowledge about the method; experiences using it; and sociocultural and institutional factors. They also revealed that while participants who had used emergency contraception empathized with other users, never-users tended to identify users as being ''irresponsible'' or ''careless'' with respect to their reproductive health or sexual behavior. Neverusers asserted, for example, that women resort to using emergency contraception because their ''poor judgment'' or ''low character'' leads them to have sex while drunk or high, or to be promiscuous. None of our questions probed this directly, and it is difficult to sort out whether these remarks are based on negative opinions of women who engage in such behavior in general or are more connected to beliefs about the kinds of women who use emergency contraception. Disturbingly, these moralizing remarks (and the spontaneity with which they were raised) suggest that stereotypes about women's sexuality persist. Moreover, they point to a potential barrier for a woman who is considering seeking emergency contraceptionthe fear of being stigmatized as ''that kind of woman.''
Perceived Vulnerability to Pregnancy
Many factors affect women's vulnerability to pregnancy (e.g., the menstrual cycle, contraceptive failure and unprotected intercourse). While participants knew that the menstrual cycle affects fertility, there was confusion or a lack of specific knowledge about when they are most fertile. Women who were deeply concerned about unwanted pregnancy (e.g., the unmarried) said that they worried ''all the time'' about getting pregnant, regardless of the stage of their menstrual cycle.
Others believed that a woman's vulnerability to pregnancy is related more to ''luck'' than to physiology. For example, when asked to estimate the likelihood of pregnancy after one sexual encounter without contraceptive use, a 21-year-old full-time student said: ''If you were a really unlucky person, it could be 100%. For a lot of people, it's a gamble almost. I don't think there is any scientific percentage of whether it could happen.'' Notions of ''bad luck'' and poor understanding of reproduction did not vary substantially by ethnicity or previous use of emergency contraception.
When asked to describe specific situations in which they had felt most vulnerable to unwanted pregnancy, women commonly mentioned ''broken condoms,'' ''missed pills'' and ''didn't use a condom,'' as has been documented elsewhere. 10 However, these situations were perceived very differently. Stories about missed pills or nonuse of a condom were recounted as situations in which women should have been more responsible. However, in situations where condoms broke, stories of blame were absent. As the story of a 25-year-old Canadianborn Asian student illustrates, fear of being judged as irresponsible can prey on emergency contraception users' minds. The only time this woman had used emergency contraception, she had lied to her provider about the fact that she and her partner had not used a condom, saying instead that the condom had broken. She had done this because admitting that she had not used a condom would have made her look ''careless'' and ''stupid.'' Our data do not reflect strong ethnic differences in relation to the ways that missing pills and not using a condom are perceived, compared with having a condom break.
We also asked about the ways in which relationship status might affect women's perceptions about their vulnerability to pregnancy. Longer-term relationships translated into less worry about pregnancy and reduced use of emergency contraception and other forms of contraception, as has been reported elsewhere. 11, 12 However, one participant's story did not fit with this Volume 39, Number 1, March 2007general trend. This woman, a 23-year-old Euro-Canadian, had used emergency contraception 10 or more times and had recently separated from her long-term partner, who had repeatedly coerced her into using it near the end of their relationship. As their relationship disintegrated, her partner became increasingly worried about the chance that she would become pregnant. Unbeknownst to her at the time, her partner was in a relationship with another woman, which had recently resulted in an unplanned birth. This participant was the only woman in our study to describe being coerced into using emergency contraception, but her story highlights how partners' perceptions about vulnerability to pregnancy might affect use.
Knowledge of Emergency Contraception
d Functional mechanism. As in previous research, 12, 13 participants across our diverse sample, including some who had used emergency contraception, mistakenly believed that it causes abortion. When we informed participants that emergency contraception is not an abortifacient, they expressed relief. For example, a 28-year-old married mother of two, who had immigrated from Pakistan and identified herself as a Muslim, recounted how other women in her community had reacted very negatively when they learned that a mutual friend had used emergency contraception; upon learning that her friend had not ''done an abortion,'' this woman expressed immense relief. Never-users who had believed emergency contraception to be an abortifacient said that they would be more likely to consider using it, if the need arose, now that they understood how it functions. We had anticipated that never-users would be relatively unlikely to know about how emergency contraception is thought to function, but that ever-users would have received relevant information when they had gotten the method. Ever-users cited a variety of reasons they had not obtained this information (e.g., they had felt rushed or embarrassed to ask questions). Having the opportunity to inform women about the functional mechanism of emergency contraception gave us some of the most important ''teachable moments'' during our interviews.
Of those who had even a basic understanding that emergency contraception prevents conception or implantation, most were unsure about how it is thought to work. Some women suggested that it acts as a spermicide or creates a toxic environment within the body to prevent conception or implantation. For example, a 27-year-old married woman from Mexico, who had been in Canada for two months and had never used emergency contraception, explained: ''I heard something about the emergency contraception pill-it kills the sperm . . . [Emergency contraception pills] kill the environment, make a different environment to avoid the pregnancy.'' Previous research has also documented that large proportions of women, including ever-users, do not understand how emergency contraception is thought to function. 14 Several women reported that walk-in clinics provided samples of oral contraceptives as a no-cost form of emergency contraception. This ad hoc strategy may contribute to confusion about emergency contraception's functional mechanism.
d Perceived health risks. Because participants had heard about health risks associated with long-term use of oral contraceptives, they worried that by taking emergency contraception, they might experience negative health outcomes. Women also frequently conflated their concerns about long-term pill use with their worries about using emergency contraception. They talked extensively of their concerns about ingesting a synthetic product, which they described as having the potential to interfere with ''natural'' processes, like menstruation. Participants further worried about using emergency contraception more than once or twice because they feared that repeated use could reduce their fertility or libido (problems they also associated with oral contraceptives). While these worries were most prevalent among Asian and South Asian participants, women of all ethnicities voiced similar concerns; this finding is consistent with findings from previous research. 15 
Experiences Using Emergency Contraception
The women who had used emergency contraception reported that they had felt immense relief once they had taken it. However, they also commonly reported embarrassment, shame or guilt. Furthermore, they wished that their health care providers had explained how it works and clarified that it is not an abortifacient. While they acknowledged that the circumstances within which they sought emergency contraception were often fraught with fear and stress, women said that knowing more about it would have helped to reduce their feelings of guilt and shame. A 21-year-old Aboriginal student who was in a long-term relationship had used emergency contraception twice and believed that it could cause an abortion. She also told us that she had wanted to believe that, so that she would feel terrible about having used it and discipline herself to ''become more responsible'' for her sexual behavior-a common theme among users. When our interviewer told this participant that emergency contraception does not cause abortion, she said that she felt that she had ''wasted a lot of energies'' by ''worrying about the abortions.'' Regardless of ethnicity or experience using emergency contraception, participants worried that health care providers would consider them irresponsible or promiscuous for requesting it, as demonstrated by an Asian woman's experience with a female pharmacist. This 20-year-old student, who had used the method twice, said she had felt ''judged'' and ''scolded'' when requesting it. She reported having felt that the pharmacist was thinking: ''Oh you're another one of those who don't use a condom, and now you might have a baby, and you have to come and get your emergency contraception pill, and you're not Barriers to Emergency Contraception Use in British Columbia being safe.'' Women who had experienced judgmental interactions with providers said that as a result, they had questioned their morality and self-worth. One of our key informants, a physician specializing in adolescent and women's health, confirmed that service providers often view users of emergency contraception as irresponsible or promiscuous, and that such beliefs can be directly or indirectly communicated to patients, creating a barrier to use. Participants (even never-users) expressed concern that in addition to providers, their friends and family would regard them as irresponsible if they ''resorted'' to using emergency contraception.
When we asked ever-users to describe their physical reactions to using emergency contraception, half reported having experienced mild nausea and dizziness. They recounted suffering quietly through their symptoms to prevent others from discovering that they had used the method. It was especially important (and difficult) for unmarried women who still lived in their family homes to keep their symptoms secret. Some women said that they had not wanted their sexual partners to know, but others reported that their partners had helped them decide to use emergency contraception, accompanied them to access points or offered to share the cost.
Sociocultural and Institutional Factors
d Provider gender and ethnicity. Participants universally expressed discomfort at the idea of requesting emergency contraception from a male doctor or pharmacist, regardless of his ethnicity or clinical rapport. For instance, a 22-year-old Asian student who had used the method five times felt judged by male health service providers; she also often felt pressured to respond quickly to their questions. This was a problem for her because she speaks with clinicians in English (not her first language), and she feels that to avoid further embarrassment, she needs to formulate her responses carefully: ''When I'm talking about this kind of thing, I answer slowly, . . . but it seems they just want your answer quickly.'' Although she clarified that it has been male health service providers' tone more than the content of their questions that has made her uncomfortable, her story illustrates the necessity of improving cultural and gender sensitivity within clinical interactions.
A service provider's ethnicity was a particularly important consideration for newly immigrated and firstgeneration Asian and South Asian participants, who said that they would not feel comfortable requesting emergency contraception from a service provider of the same ethnicity. They would be afraid that the provider might recognize them (as a neighbor or member of their mosque, church or temple) and chastise them for using emergency contraception. These women also said that they would be especially uncomfortable accessing emergency contraception from a female provider who was a member of their ethnic community, because she might gossip about confidential information with other community members (although no one reported experience with confidentiality breaches). Asian and South Asian women said that they so feared having their use of emergency contraception disclosed, they avoided accessing it from providers of their ethnicity.
All participants wanted their providers to be knowledgeable, use nontechnical language, listen actively and respectfully, and, most important, provide assurances regarding confidentiality.
12,16 A 22-year-old Asian student who had used emergency contraception twice described a youth clinic as a place where she can feel comfortable accessing emergency contraception or other forms of birth control. She said: ''I find that they don't judge you [at the clinic]. They're quite open to talking about whatever you feel like . . . whereas my family doctor doesn't.'' The clinic staff did not rush her; they provided continuity of care and helped her obtain the information she wanted. These factors not only made it easier for her to access emergency contraception, they also made her feel more comfortable discussing other sexual and reproductive health concerns. The multiple facets of women's identity sometimes cause them to struggle with conflicting attitudes about emergency contraception. This was poignantly illustrated in our interview with a 27-year-old daughter of Chinese immigrants who is a medical student and has used emergency contraception. She spoke about the complexity of reconciling her ''background and traditional values'' with her medical training and simultaneously being deeply affected by her Catholic beliefs. She emphasized that as a clinician, she endeavors to separate her personal beliefs from ''what is best for the patient.'' However, she also struggles to accommodate her identity as a sexually active woman and an emergency contraception user with the importance that she places on traditional values. d Place. Place has both material and social effects on women's emergency contraception use. While Vancouver has extensive and affordable public transit, recent immigrants from Asia and South Asia described serious barriers to using public transportation to access emergency contraception (e.g., they did not know where to find outlets outside of their neighborhoods, or a family member often accompanied them in public). Moreover, they were very fearful that members of their social networks might see them accessing emergency contraception at doctors' offices or neighborhood pharmacies.
Some recent immigrants looked for a new doctor, rather than seeking out a pharmacy outside their neighborhood; this is not surprising, because most women in our study did not know that they could access emergency contraception directly from pharmacists. Others commented that pharmacies lacked confidential counseling areas and were wide-open, public spaces where clients' conversations with the pharmacist could be overheard. Participants, especially Asian and South Asian women, reported that a combination of material and social barriers contributes to their difficulties in gaining timely access to emergency contraception.
Women of European or Aboriginal descent who had grown up in rural communities noted that these places offered few options in terms of accessing emergency contraception; typically, a town had one hospital (if any) and only one pharmacy. These women found it difficult to travel to other communities, where they might enjoy a degree of privacy and anonymity.
d Institutional policies. As has been demonstrated elsewhere, 17 institutional policies on emergency contraception can directly affect women's access. While women might reasonably expect the method to be accessible from hospitals, the following story illustrates the influence of policies. Late one night, a 25-year-old Asian student had sought emergency contraception from the emergency room of a Catholic hospital because she believed that it was the only potential provider in her area at that hour. The woman, a first-time user, reported that ''they don't have it there. . . . I guess because they're Catholic. They didn't want to talk about it. They said they didn't believe in it and they couldn't give me anything.'' She had then proceeded to a nondenominational hospital's emergency room (a 20-minute drive away), which had directed her to a 24-hour pharmacy; there, she was finally able to purchase emergency contraception. This example demonstrates the perseverance with which some women seek emergency contraception. It also illustrates that when health care institutions ''opt out'' of providing emergency contraception, they create obstacles to women's ability to control their reproductive health. Also, as a form of health care management, the policy regarding pharmacists' prescribing authority may have had the unintended effect of unofficially ''relieving'' some health care settings of their duty to provide emergency contraception.
Health care is a provincial responsibility in Canada, and the provision of emergency contraception is the subject of ongoing debate in various provinces. We therefore asked study participants to express their perspectives on some of the evolving issues.* Regardless of ethnicity, women believed that the method should be available without a doctor's prescription. Nevertheless, in all ethnic groups and regardless of experience with the method, women expressed concern that over-the-counter availability might encourage ''overuse.'' Notably, however, participants were primarily concerned about overuse by other women, who might come to rely on emergency contraception as their primary form of birth control, rather than themselves. Increased cost sometimes associated with over-the-counter provision was also viewed as problematic, although women said that they might go to great lengths to purchase emergency contraception (e.g., borrow money from friends or use a credit card).
DISCUSSION
Emergency contraception remains one of reproductive medicine's ''best kept secrets.'' 18 The experiences recounted during our interviews suggest that the establishment of pharmacists' prescriptive authority has not been enough to change this; rather, social marketing efforts need to be undertaken in conjunction with legislative and policy changes related to the method's provision. The very low levels of awareness regarding pharmacists' prescriptive authority four years after it had been initiated reveal a serious knowledge-based barrier. Moreover, in our study, emergency contraception was often misperceived as an abortifacient and was mistakenly thought to have long-term effects on health and fertility. Despite considerable research indicating that there are no contraindications to taking emergency contraception for the majority of women, [19] [20] [21] [22] this message does not appear to be reaching everyone.
Major knowledge gaps appear to impede the likelihood of knowing when emergency contraception can be most useful. This has serious public health implications: On the basis of the day in the menstrual cycle on which women in British Columbia obtained emergency contraception from pharmacists in 2001-2002, Soon et al. have estimated that 550 pregnancies would have been expected among these women. 2 Because of the inherent failure rates of the Yuzpe and levonorgestrel regimens in reducing the risk of pregnancy, and the time between unprotected intercourse and when the women received emergency contraception, an estimated 300-400 of those pregnancies could have been prevented through its use.
2
Although Cohen et al. 23 found that pharmacists generally treat women seeking emergency contraception with respect, the women in our study reported receiving subtle and sometimes not-so-subtle messages about their sexual ''choices'' when they sought it. While some participants may have misread a provider's body language or comments, their reports reflect their perspectives, which we suggest require more attention vis-à-vis the impact that provider-patient interactions can have on emergency contraception provision. The Canadian Contraception Consensus Guidelines state that ''women and men of reproductive age should be counseled about emergency contraception'' and that ''women should be offered a prescription in advance of need''; [24] [25] [26] Guidelines may be implemented at many (but not all) access points, the spirit in which provision occurs sometimes lacks a ''woman-centered'' approach. Even in contemporary Canadian society, women's sexuality is scrutinized, and this helps to create situations in which some women judge and blame themselves for needing to use emergency contraception. 27 Myths about emergency contraception appear to reinforce the stigma associated with its use, contributing to the set of social relations that exacerbate power imbalances between women and others (e.g., health care providers, sex partners or family members). For example, women's suggestion that over-the-counter provision would encourage overuse speaks to deeply ingrained biases about women's abilities and rights to make informed choices about their reproductive health. A variety of situations lead women to use emergency contraception, 28 and ''overuse'' is a relative term. As women internalize stigma associated with emergency contraception use, it is worth considering how women might censor their efforts to seek it (e.g., how they might believe that it causes abortions and therefore might decide against seeking it because they or their family or peers are against abortions). Furthermore, these myths are juxtaposed with other myths regarding women's sexuality (e.g., a woman who is perceived to be knowledgeable about contraception may be assumed to be promiscuous). Together, these social forces foster a patriarchal and sometimes coercive set of structures that negate women's rights to control their reproductive health, which ultimately affects the overall health and social well-being of our society. Roadblocks and detours in seeking emergency contraception can translate to delays in using it, which have an impact on its effectiveness. Being turned away and redirected to alternative access points might also put a woman at risk of giving up on seeking emergency contraception, which elevates the likelihood that she will need to use abortion services or will carry through with an unwanted pregnancy. Furthermore, anecdotal evidence suggests that there is a widespread, but erroneous, lay understanding that emergency contraception is available only at hospital emergency rooms, perhaps because hospitals were traditionally places where women could access the method after hours and because some people believe that emergency rooms have it ''on reserve'' for use by victims of sexual assault. It is also problematic that women receive messages that they may not be able to depend upon emergency rooms to respond to their urgent health needs.
Because women may have to overcome numerous barriers even to ask for emergency contraception, we argue that every woman presenting at any access point should receive it, if she meets the medical criteria for its use. Furthermore, providers need to be educated to use opportunities that emerge in routine visits to facilitate better access to emergency contraception (e.g., by providing the method in advance). Although new policies that are intended to enhance the availability of emergency contraception continue to unfold, the challenge of promoting accessibility remains primarily a socially constructed problem. Despite evidence that women's sexual behavior does not vary according to the method's accessibility, [29] [30] [31] [32] the myth that better access to contraception contributes to women's promiscuity persists, perhaps deterring some women from seeking emergency contraception.
Our findings highlight the need for women to receive information about emergency contraception, stressing confidentiality and privacy. 23, 33 Moreover, despite a diversity of opinions about provision, there is a high degree of agreement regarding the need to keep the costs low. 34 Sociocultural norms that can create access barriers (e.g., restrictions on some South Asian women's ability to travel unaccompanied) need to be addressed through culturally sensitive initiatives that promote gender equity and women's right to control their reproductive health. Provider ethnicity and gender exert complex influences on women's experiences with emergency contraception. Although study participants preferred female providers, Asian and South Asian women expressed an additional layer of anxiety. Our study provides insights regarding the multiple ways in which sociocultural forces affect preferences related to provision. A focus on the delivery of emergency contraception services represents an important new avenue for interdisciplinary public health research teams, including social scientists, epidemiologists, health services researchers and clinicians.
Strengths and Limitations
Like all qualitative researchers, we inevitably needed to make judgments and decisions during our sampling and analysis. These decisions require justification and explanation. While self-reported data are often presumed to be vulnerable to recall bias and memory loss, we were interested in describing women's diverse perceptions and insights. The way in which women recalled their experiences or described their knowledge and attitudes has inherent value because it reveals the meanings that they attach to their stories.
The insights gained have resulted in rich descriptions of the women's perspectives, which can be further investigated. While diverse, our sample does not reflect the experiences of all women, particularly with respect to age, ethnicity, social standing and place of residence. The design, size and resources of this study limit the generalizability of our findings and require us to acknowledge that we did not reach full theoretical saturation.
Conclusion
Drawing on the findings of the current study, we hope that more woman-centered approaches to emergency contraception provision will be adopted. While progress is being made in Canada and elsewhere to generate awareness, dispel myths and promote advance provision, 35 women's ability to benefit from the method is hampered by complex, socially determined barriers, including social mores regarding women's control over their sexuality and reproductive health. Serious contextual and structural shifts are required before such ''upstream'' forces can be addressed fully.
